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Introduction
Previous studies have shown that quality of life is
markedly affected by chronic lower limb ischaemia,
with regard to pain, energy and physical mobility
compared with healthy controls.1,2 It is also known
that a haemodynamically successful revascularization
leads to improved quality of life 6 and 12 months
postoperatively.2,3 However, critical ischaemia
patients did not reach the same level of quality of life
as claudicants or healthy controls.2 Nevertheless,
several methods of vascular intervention in patients
with critical leg ischaemia exist today, and their
outcome has not yet been extensively studied. This
report presents the effect on quality of life after a
haemodynamically successful femoropopliteal/crural
reconstruction in patients with critical leg ischaemia
compared to healthy controls throughout the first
postoperative year.
Material and Methods
Twenty-four patients with critical leg ischaemia
admitted for femoropopliteal/crural reconstruction
at the vascular unit at Malmo¨ University Hospital
were recruited.1–3 Quality of life was assessed at
baseline and 1, 6 and 12 months after surgery by using
the Nottingham Health Profile (NHP) questionnaire.1
‘Haemodynamic success’ was defined as an increase of
ankle-brachial pressure index (ABPI) of more than
0.15. For comparison an age- and sex-matched healthy
control group was included from a local population
study.1
The Ethics Committee of the University of Lund
approved the study (LU 127-95). For the statistical
analysis of part I of the NHP, the Wilcoxon Signed
Ranks test was used and for part II the McNemar test.
Spearman’s rank correlation coefficient was used to
assess the correlation between the total NHP score,
sex, age and ABPI. The statistical computer package
SPSS 10.0 was used and a p value of ,0.05 was taken
as statistically significant.
Results
Indications for surgery included rest pain ðn ¼ 14Þ;
ischaemic ulcers ðn ¼ 6Þ and gangrene ðn ¼ 4Þ: During
the twelve-month follow-up, two (8%) patients died,
one within 30 days and one within 6 months.
Revisions were needed to seven bypasses (29%),
leaving 15 (63%) patients with a patent reconstruction
at 12 months, 11 (73%) males with amean age of 74 (SD
9.7) years. There was a significant improvement in
ABPI at follow-up after 1 ðp , 0:002Þ; 6 ðp , 0:003Þ and
12 months ðp , 0:001Þ compared with baseline. No
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significant correlation was found between the total
NHP score, age and ABPI.
Before surgery, the total NHP score ðp , 0:02Þ; pain,
sleep and physical mobility were significantly higher
in patients compared with the healthy controls,
indicating a lower level of quality of life at baseline.
One month after surgery, there were no significant
improvements in any of the six dimensions in part I of
the NHP. After 6 months, there were significant
improvements in the total NHP ðp , 0:04Þ; pain,
sleep and emotional reactions. Pain and sleep
remained significantly improved at the twelve-
month follow-up visit. In comparison to the healthy
controls, patients had significantly more pain and less
physical mobility at the twelve-month follow-up
(Table 1). There were no significant differences in
part II of the NHP within this group of patients
over time.
Discussion
Quality of life improves slowly in patients with critical
leg ischaemia and the improvement of quality of life
was seen from one month after surgery. Six and 12
months after surgery patients had significant improve-
ments in quality of life with respect to pain and sleep.
In comparison to the controls, patients reached similar
levels of quality of life after 12 months in all health
dimensions in the NHP part I, except for pain and
physical mobility. The findings are similar to those of
Gibbons et al.4 who demonstrated that only 47% of
respondents reported feeling ‘back to normal’ 6
months after intervention. In contrast, Chetter et al.5
found that a successful bypass reconstruction resulted
in an immediate improvement in the domains of
physical function, pain, vitality and social functioning.
This suggests that elderly patients may still need
nursing care for pain relief, non-healing ulcers and
theymay require walking rehabilitation for a long time
after surgery.
Several threats to the validity of this study should
be taken into consideration. The patients were not
randomly assigned, but changes in quality of life over
time were assessed by using patients as their own
controls. Healthy controls, matched by age and sex,
were used to determine the degree of restored quality
of life. Finally, patients who underwent second
operations with recurrent lesions were left out and,
therefore, the findings may be more positive than
would otherwise have been the case. This means
that the findings are representative only for
patients who have a successful femoropopliteal/crural Ta
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reconstruction and were able to fill in the question-
naire themselves.
The ABPI demonstrated a poor correlation with
high quality of life 1 year after surgery. There were
significant improvements in ABPI after 1, 6 and 12
months postoperatively compared with baseline.
Similar results have also been shown in previous
quality of life studies.6,7 One explanation could be
the unreliability of ankle pressure measurements in
these patients due to false high ABPI values in
patients with diabetes and the difficulty of measur-
ing especially in severity ischaemic patients.8 In this
study, 5 (33%) patients suffered from diabetes,
which could be the cause of the poor correlation
between ABPI and the total NHP score.
Patients reached almost the same level of quality of
life as the healthy controls 12 months after a
haemodynamically successful revascularization
except in relation to pain and physical mobility.
Other studies have found improvements especially
in energy, pain, sleep and physical mobility after 1 year
in patients with severe ischaemia.6,9,10These findings
emphasize the need for assessment of quality of life in
long-term follow-up studies to determine the extent to
which the benefits are maintained or whether further
improvement occurs.
Conclusion
The quality of life in patients with lower limb
ischaemia improved after a haemodynamically suc-
cessful femoropopliteal/crural reconstruction to a
level close to that of healthy controls 12 months after
revascularization. This group of patients needs a long
recovery period and the improvements only became
significant after 6 months.
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